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doors were found to have properly functioning '
{atehes at that time, ; \
During the Life Safety porti 2 ' |
ty portion of the survey All doors equipped with lower latching

Cund!.ICte_d on September 6, 2011, no licensure
deficiencies were cited under chapter 1200-8-6,
Standards for Nursing Homes.

meehanisms on fire doors will be checked ona
monthly basis by Facilities Maintenance
Director, g

4.
The Facilitics Maintenance Dircetor will inspeet
all latching fire doors on a monthly basis to

| ensure the deficient practice will not re-ocour.
The Facility Maintenance Director and/or the
Administrator will report the updates from the
monthly inspections until 100% compliance is
met to the Quality Assurance Performance
Improvement Commitiee mecting consisting of
Administrator, Dircetor of Nursing, Medical
Director, Therapy Manager, Activity Director.

| Dietary Manager, MDS Coordinator, Assistant
Dircctors of Nursing, Team Leaders, Admissions
Director, Social Services, Facilitics Maintenance
Director, Business Office Manager,
Housckeeping Director and Laundry Director. [
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